
Reports of Societies.
WESTERN SURGICAL AND GYNECOLOGICAL

ASSOCIATION.
Proceedings of the Eighteenth Annual Meeting,
held at Minneapolis, Minn., Dec 29 and 30,
1908, the President, Dr. W. W. Geant, of Denver,
Colo., in the chair.
The association held its sessions in the hall of the

Hennepin County Medical Library.
value of enteeostomy in intestinal obsteuction.

De. John P. Loed, of Omaha, Neb., said that the
general mortality after operation for intestinal obstruc-
tion was probably from 50% to 80%. According to
Eisberg, in only about 10% to 15% of cases entering
Mount Sinai Hospital, New York, was the condition still
to be considered a good one; and 54 died out of 100
cases entering three of the large hospitals in New York
during 1906.
The extreme conditions commonly met with required

too much anesthetic, too much surgery and too much
time for successful surgical relief by the radical inter-
vention too commonly resorted to. Until earlier
diagnoses were made, and more prompt surgical inter-
vention resorted to, enterostomy by the Senn or Kader
principles should be done to drain the toxic contents
of the intestinal tube and to stop absorption of these
ptomaine poisons, although effort should be made to
relieve the effects of distention of the intestines and its
hindrance to respiration. All of this was but common-
sense. It relieved conditions which, if allowed to
continue, became rapidly fatal. It met the indications
without necessarily killing those who were extremely
ill. It was not a last resort, to be withheld from those
who were in good or fair condition. Done in the
modern way, it was not formidable, nor very objection-
able, in the face of so serious an affliction. Inanition,
formerly feared, skin excoriation, and the necessity
for a secondary operation, were all eliminated by the
present methods. Liquid nourishment, stimulants and
cathartics might be administered with most valuable
results. Irrigation and drainage and the use of the
Moynihan tube, now considered so valuable, might
also be accomplished before the wound was closed and
might also be used to a limited extent afterwards. The
necessity for a radical secondary operation was some-
times obviated by this " tide-over " procedure because
of the subsidence of peritonitis, the consequent infil-
tration, the paralysis, and even the angulation which
was due to over-distention. The improved results
from this tide-over procedure justified its more ex-
tended use. It was not so formidable as to preclude its
use among general practitioners who had had hospital
training and possessed surgical instincts. The coming
generation of physicians could be more depended on to
make earlier diagnoses and to possess the skill to relieve
most surgical emergencies. The mortality from intes-
tinal obstruction would be lowered in the near future.
The author reported four successive but successful

cases to illustrate the results of enterostomy in acute
post-operative obstruction.

discussion.

Dr. William D. Haggard, of Nashville, thought if
we would heed the lesson of this paper we would be
able to transfer some of the desperate cases from the
death class to the live class. There was not a surgeon
who had not had the mortifying experience of a tre-
mendously high mortality attending the hopelessly
delayed cases of intestinal obstruction. If we could

operate on these cases quickly under local anesthesia by
enterostomy, he had no doubt we should be able to save
a much larger proportion of them primarily.
Dr. J. F. Percy, of Galesburg, said that in 1902 he

opened the abdomen of a doctor's son for delayed
appendicitis. He did it at the request of the young
man and found there a condition that was embraced in
the title of this paper, where everything was black, and
he recognized that there was something besides openingthe abdomen for drainage to be done in the care and
cure of these patients. His next patient, about a year
afterwards, was brought into the hospital in amoribund
condition. He was cyanotic. He directed the anes-
thetist to put cold water on the mask because the man
was near dead, and he wanted one or two members of
the family in the room, so that if the patient died on
the table there would not be any question as to respon-
sibility on part of the operator. He made a quick
opening in the right iliac region and grasped the first
piece of intestine that presented, fastened it and opened
it. The patient remained in a semi-conscious condition
for three weeks, but made an operative recovery. Some
two or three months afterwards, when he got tired of
the fistula he had, Dr. Percy opened him up and resected
about sixteen or eighteen inches of the gut, after whichthe patient made a perfect recovery. He had had
three cases of that kind, this one making four in all,
since 1903, and all of them had recovered by that treat-
ment.
Dr. R. C. Coffey, of Portland, Ore., said that the

mortality from intestinal obstruction was doubtless
50% less than it was two years ago. This lowered
mortality rate was due to two or three things. First,the family physician recognized how acute distention
of the abdomen, which could not be accounted for in
any other way, was to be looked upon with grave sus-
picion. Second, we had learned that a paralyzed
bowel, distended, in which there were ecehymotic spots
developed on the intestine above, was dangerous, andit would not empty itself, even though the constriction
was relieved. One of the most important things in
dealing with these cases of intestinal obstruction was
to keep out everything, as in the Ochsner treatment for
appendicitis, from the stomach that was possible, in
order to prevent the formation of gas; second, the in-
jection of fluids from below by Murphy's proctoclcisis.Dr. F. Gregory Connei.i,, of Oshkosh, Wis., said
that there could be no question as to the advisability of
performing enterostomy in severe cases of intestinal
obstruction, and he did not think any one would doubt
the inadvisability of doing this operation in the early
or mild case. In a case in which there was obstruction
of the bowel, and we did a laparotomy and relieved
obstruction, when should we do enterostomy, and when
should we close the abdomen and allow the patient to
get well? If we did enterostomies unnecessarily, the
mortality rate would be higher than was necessary.This point should be emphasized, and he brought it upfor the purpose of receiving enlightenment. In cases of
acute intestinal obstruction, we should emphasize the
necessity of infiltration anesthesia, because of the
danger of the patient drowning with the vomited
matter on the table in case a general anesthetic was
used.
Dr. James E. Moore, of Minneapolis, asked when

should we do enterostomy, and when should we do a
radical operation in these cases of acute intestinal
obstruction. We had to depend upon the judgment
and experience of the operator who had the case in
charge. He thought it would be equally objectionable
to undertake to do radical operations in all these cases
as to do enterostomy in all cases, because a fecal fistula
was a very uncomfortable thing for the patient and it
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did not enhance the reputation of the surgeon. It
would necessitate an operation later, which was not
free from danger. At the beginning of surgery for this
condition the mortality rate from intestinal obstruction
was stated by Trêves to be 95%, and yet there were men
in every community who would treat these cases to-day
just as they were treated in the days before Trêves was
born ; they would wait, wait and wait, and their mor-
tality rate was 95%, just as it was many, many years
ago. We would reduce the mortality of intestinal
obstruction very considerably by, first, operating on
these cases early, and, second, by using advanced
methods of technic.
Dr. Frederick A. Dunsmoor, of Minneapolis,

reported briefly a case which he considered unique.The patient was a girl who had been operated on three
times for obstruction of the bowel. He operated on her
a year ago for an acute appendicitis, from which she
made a good recovery. Six months later she was
operated on again by a colleague, in his absence, for
acute intestinal obstruction, which was perfectly re-
lieved. Later, while skating, she was seized with pain,
and was operated on, the operation disclosing obstruc-
tion at the upper part of the ileum, and by liberating
bands and separating adhesions he was enabled to
establish perfect patency of the intestinal tract. Two
weeks later he was called to see the girl again, for
obstruction of the bowels, with enormous dilatation of
the entire small intestine. The intestine was filled with
the same kind of fluid that had been described in cases
of acute dilatation of the stomach. There were three
quarts of this black fluid, which was largely made up of
bloody substance at the time. He succeeded in estab-
lishing normal patency of the bowel, and while the
patient was not in the very best of condition at the
present time, she was still alive. She had a fistula.
Dr. A. L. Wright, of Carroll, la., spoke from the

standpoint of a patient. In March he had his first
attack of appendicitis. Within eight hours from the
onset the appendix had ruptured and he made arrange-
ments to have it removed. The appendix was removed
within fifteen hours from the onset of the first symptoms
of any trouble in his right flank. Following the opera-
tion he had septic ileus, and for four or five days suffer-
ing was intense; the abdomen had been packed open,
but not until a ligature was placed about the appendix
for closure did he get relief, which was prompt. He
wished, therefore, as a recent sufferer, to urge opening
up the bowel, if the patient was in such a condition that
further operative interference was unwarranted, by
using sharp-pointed scissors, and giving vent to the
contents, as he thought by so doing we would save a
much larger percentage of these patients.
De. Clifford U. Collins, of Peoria, 111., said the

remarks of Dr. Connell had raised a question in his
mind with regard to the drowning of these patients in
the fecal vomit. A few years ago, when Dr. E. Wyllys
Andrews published his paper, he saw a case in which
the material which came from the mouth was greatly in
excess of any quantity that could be contained in the
stomach. Probably under the influence of the anes-
thetic the pylorus became relaxed and a vast quantity
of material was forced into the stomach by the com-
bined pressure below. If that was the case, it occurred
to him that washing out of the stomach as a pre-
liminary to anesthesia would prevent that trouble.
Since then he had operated on patients in the reverse

Trendelenburg position, allowing gravity to keep the
intestinal contents from escaping, and so far that
trouble had been obviated.
Dr. Van Buren Knott, of Sioux City, la., said that

enterostomy had lowered the mortality from intestinal
obstruction, but it had by no means eliminated it.

From the general trend of the discussion it would seem
that enterostomy in these cases, no matter how late it
was performed, in the hands of a good surgeon, was a

life-saving procedure. That was by no means his
experience. He had had many cases in which enteros-
tomy had been done, yet the patients had gone on and
died just the same. While our mortality had been
greatly reduced by enterostomy, it had by no means
removed it. Multiple enterostomy with drainage had
proven valuable in his hands.

ABSCESS OF THE BRAIN.

Dr. W. H. Magie, of Duluth, Minn., reported two
cases of brain abscess in detail and made a plea for a
more thorough and systematic exploration of the brain
in suspected cases. From the experience, observation
and study of these cases, he was satisfied that, as a rule,
the surgeon of ordinary experience was far too timid
in his exploration of the brain in suspected abscess.
These cases were absolutely hopeless unless the abscess
was located and drained. Knowing this to be the fact,
we were justified in undertaking almost any operative
procedure in our efforts to locate and drain such
abscesses. He remembered the late Dr. Fenger demon-
strated what he termed his systematic exploration of the
brain for suspected abscess before the surgical section
of the American Medical Association at its meeting in
St. Paul in 1901. He was surprised at the time with
what seemed to him Dr. Fenger's reckless disregard for
the brain. He used a skull to demonstrate his method,
with numerous trephine openings through which he
introduced his trocar or aspiration needle, passing it
first in one direction, then another, if pus was not found,
until the entire hemisphere had been explored. The
essayist was now of the opinion that his method was the
proper one and that we were more apt to err on the side
of caution than otherwise. In his future cases he is
determined that his exploration should be sufficiently
exhaustive that abscesses like the last two would not be
overlooked, believing that exploration of the most
searching character was not only justifiable but de-
manded, in order that the lives of at least some of these
unfortunates might be saved.
INDICATIONS FOR OBLITEEATIVE IN CONTRADISTINCTION

TO EECONSTEUCTIVE ENDO-ANEUEYSMOEEHAPHY.

De. W. J. Frick, of Kansas City, Mo., believed that
in the vast majority of cases the radical obliterative
endo-aneurysmorrhaphy was the operation to be pre-
ferred, for the following reasons: 1. The procedure was
definite, thorough and radical. 2. No plastic work in
diseased tissue was required, such work being notori-
ously uncertain. 3. In a majority of cases the sac
configuration and intrasaccular conditions would pre-clude plastic work. 4. In reported cases, where
apparently either method might have been employed
equally well, the obliterative method had been more

satisfactory and had shown greater freedom from
untoward sequelae, such as recurrence, hemorrhage,
thrombosis, gangrene, etc. 5. A pathologic aneurysm
was a malignant degeneration in a vital structure.
The diseased vessel could no longer be depended on and
deserved obliteration.
The author reported two cases, one the saccular type

of aneurysm, the other a large popliteal aneurysm of
nine months' duration, on which he had operated, with
recovery in both instances.
The technic of intra-aneurysmal surgery resolved

itself into several distinct essential steps : 1. Preliminary
hemostasis. To accomplish this was more or less diffi-
cult, according to the situation of the aneurysm. Es-
march compression of the main artery above, and
temporary, direct compression above and below were
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variously used. A bloodless field was almost a sine
qua non. 2. Free opening of the aneurysmal cavity to
permit a careful survey of the interior of the sac before
deciding on the plan of procedure. 3. Intrasaccular
suture of orifices. 4. Obliteration of cavity by sutures.
5. Closure and drainage.
The after-treatment of these cases was usually simple,

only one or two points being worthy of comment. The
part operated on was best immobilized by some suitable
fixed dressing in a position of relaxation. This pre-vented tension on the vessel wall longitudinally, and
also allowed free play for the establishment of a col-
lateral circulation. Drainage should be removed early,
as soon as its purpose was served.

DISCUSSION.

Dr. John P. Lord, of Omaha, Neb., was greatlyinterested in the work of Dr. Matas from the first, as
well as in the work done by others, and had been looking
for cases that were suitable for the Matas procedure.He had had two cases of popliteal aneurysm, but whenhe came to consider the feasibility of treatment by this
method, and began to look up the subject, he found
that both of these cases were poor subjects for surgicalexploitation. The arteries were generally sclerosed,
their arterial tension was high, while the kidneys were
not in a good condition. One of his patients was a man
sixty years of age. When one looked over the litera-
ture he became impressed with the wisdom of John
Hunter and the value of his procedure of ligation of the
femoral artery. He was likewise impressed with its
simplicity and how easily the operation was borne bythe patient. He resorted to ligation in both of his cases,the patients did well, made good recoveries and were
still living. He was not fully convinced of the advan-
tage of doing aneurysmorrhaphy in all cases of popliteal
aneurysm. It did not appeal to him. He had still to
be convinced of its desirability, as we knew there had
been failures and very anxious periods in the treatment
after such an operation.

SUBSEROUS APPENDECTOMY.

Dr. E. M. Sala, of Rock Island, 111., reported four
cases in which he resorted to the removal of all the
appendix except its serous coat, thus avoiding dis-
turbing adhesions of the appendix to other viscera.
He believed the method had a permanent place in
surgery and was the operation of choice in certain
forms of adherent appendix. Conclusions: 1. The
vermiform appendix might be shelled out of its peri-toneal covering or serous coat. 2. The remaining
serous coat could not cause a recurrence. 3. This
method of dealing with an appendix, which was glued
to other important structures, avoided the disagreeable
sequences of loosening up strong adhesions, and inmany
casesmight preclude subsequent operations, which were
always embarrassing to the operator and a misfortune
to the patient.

DISCUSSION.

De. John P. Lord, of Omaha, had availed himself of
this procedure in suitable cases and was reminded of
one patient upon whom he operated eight years ago,following a technic similar to the one that had been
described. In this case a young surgeon had operatedfor an hour and a half in trying to deliver the appendix,and by this means he was enabled to deliver it from the
bottom of the pelvis. This procedure was valuable in
that it saved lots of trouble and lessened danger.

(To be continued.)

BookReviews.
Diseases of the Spinal Cord. By R. T. William-
son, M.D. (Lond.), F.R.C.P. 8vo. Pp. xii,
432. With 183 illustrations and seven plates.
London: Hodder & Stoughton. 1908.
This is one of the series of Oxford Medical Pub-

lications which have recently begun to appear
and is certainly a valuable addition to the series.
The fashion of writing treatises on diseases of
the spinal cord has somewhat gone by — it is a

good many years since we recall any work on the
subject in English—and we have come to recognize
the fact that many so-called diseases of the cord
affect the whole central nervous system and per-
haps the peripheral nerves as well, but the distinc-
tion still has its advantages and we are by no
means disposed to quarrel with anything which
has led to the production of so excellent a book.
After chapters on the anatomy and physiology
of the cord, the symptoms and methods of diag-
nosis, the author adopts a classification of spinal
diseases, which, although not absolutely distinc-
tive, and not based on pathology, is, nevertheless,
of decided advantage to the student. The dis-
eases are grouped as those causing the symptoms
of transverse lesion, atrophie paralysis, spastic
paralysis and ataxia. Meningitis, syphilis and
injuries are not included in this classification, but
are discussed in separate chapters. A chapter on
the technic of pathological examination of the
cord is added at the close. The various chapters
show not only careful study of the literature of
the subject, but much independent research.
The illustrations are almost wholly new, and
many of them represent microscopic sections
from the author's own collection. The essential
facts are clearly and fully presented. We would
especially commend the original diagrams, which
present in a novel and striking way the essential
pathological lesions in different diseases in a way
to fix the localization of the lesions firmly in the
mind of the student. The various chapters, too,
are headed with a list of all the diseases causing
atrophy, ataxia, etc., whether spinal or not,
which is another aid to the beginner. The dia-
gram of the sensory distribution of the spinal seg-
ments is rather small and not as clear as some,
and a diagram of the nerve cells in the cervical
region similar to that of the cells in the lumbo-
sacral region would have been desirable. We
would take exception, too, to the author's state-
ment that muscular atrophy does not occur in
Landry's paralysis, and, above all, to his objection
to the use of large doses of iodide in spinal syphilis.
The clear and thorough manner in which the sub-
ject is treated make the work an admirable one
for the student, while it is sufficiently complete as
to render it most desirable for the neurologist and
of great help to every physician who has occasion
to treat diseases of the spinal cord.
In honor of the late Dr. Joseph Eichberg, of

Cincinnati, a fund is being collected to endow a
chair of physiology in the University of Cincinnati
that will bear his name.—N. Y. Med. Jour.
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